Two patients, a 33-year-old female and 28-year
nylon and divided between two ties. After the vascular treatment, the kidney was autotransplanted to the ipsilateral iliac fossa which was turned upside-down in the process so as to keep the ureter on the vessels. An end to side anastomosis from the renal vein to the external iliac vein, as well as an end to end anastomosis from the renal artery to the internal iliac artery was performed.
Upon release of the clamps, excellent perfusion was obtained to the kidney in both cases. The excretory urogram on admission showed no visualization of the right kidney. The blood pressure was 156 systolic and 114 diastolic. On November 11, a selective renal arteriography was performed.
The arterial phase of this study revealed the malformation of right renal vasculature with early venous drainage supplied with three and two ramifications arising from the dorsal and ventral branches respectively (Fig. 1 ).
The diagnosis was confirmed. On November 24, ligation and division of each feeding artery were performed by ex vivo technique under general endo tracheal anesthesia, which was followed by the autotransplantation into the ipsilateral iliac fossa (Fig. 2 ).
An infusion urography made on the 11th day after operation showed that the grafted kidney was well functioning (Fig. 3A) . A selective renal arterio graphy performed three weeks after operation demonstrated no abnormalities on the vascular architecture (Fig. 3B) . The patient has been followed regularly at our outpatient department. the left side kidney, the superior and inferior, and they provided two and one feeders respectively that formed a cirsoid type of arteriovenous malformation with early venous drainage (Fig. 4) . These feeding arteries were not tapered by epinephrine treatment. Ligation and division of each feeding artery by ex Fig. 4 Transcatheter embolization of the renal artery has been used in treating various kinds of renal diseases including arteriovenous fistula, and has gained popularity as a means of conserving the kidney.13,14 If, however, we had em ployed transcatheter embolization in Case 1, for instance, we should have oc cluded the branch artery at the point of A instead of B (Fig. 5) . On the other hand, ex vivo technique made it possible to ligate each feeding artery at the point of B. It is apparent that far more functioning parenchym could have been salvaged by the latter technique.
Furthermore, the possibility that pul monary emboli occur after transcatheter embolization cannot be excluded. 
